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Endobronchial AspirationEdema of the 
bronchial mucosa impairs drainage of cavities 
by narrowing the bronchial lumen and hinder- 
ing the normal flow of mucus along the 
bronchial wall. With the view of restoring 
normal drainage endobronchial application of 
epinephrine and broncho-aspiration were car- 
ried out in 38 cases of inert or ballooned 
cavities under pneumothorax (the ballooning 
had most frequently occurred after pneu- 
monolysis). In 33 among the 38 cases 
bronchoscopic treatment coincided with dimi- 
nution and disappearance of cavities on 
X-ray films (86 per cent). Bronchoscopic 
treatment was started from several months to 
two years after induction of pneumothorax or 
pneumonolysis, thus permitting to establish a 
correlation of cause and effect between therapy 
and results. The treatment did not provoke 
any clinically or roentgenologically demon- 
strable activation of tuberculous lesions. 
Five cases developed sero-fibrinous pleurisy. 
The favorable results have been maintained 
during an observation period of one to eight 
years. Concerning the technique of endo- 
bronchial aspirations, at present widely 
practiced in France, it is stressed that it is 
insufficient to place the aspirator into the 
stem bronchi. The flexible end of the 
aspirating tube should pass the bronchus of 
the diseased lobe and then be inserted, if 
possible, into the intralobar branch corre- 
sponding to the cavity. If the localization is 
uncertain or if the direction of the tube cannot 
be controlled by direct vision as in the inter- 
lobar branches of the right upper lobe, it is 
recommended to perform several successive 
aspirations at different angles. The chances 
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are that one of the attempts will go into the 
right direction. Aspirations were performed 
every two weeks. It is claimed that one to 
eight aspirations were usually sufficient to 
obtain closure of cavities and conversion of 
sputum.— La bronco-aspiration de certaines 
cavernes pulmonaires tuberculeuses, J. M. 
Lemoine & L. Langeard, Rev. de la tuberc., 
1947, 11: 179.—( V. Leites) 


Bronchoscopy.—Chest surveys will reveal 
many diseases beside pulmonary tuberculosis. 
Bronchoscopy should be done when there is 
X-ray and clinical evidence of bronchial 
obstruction. Visualization of the smaller 
bronchi and the upper lobe bronchi is impos- 
sible but tubercle bacilli and cancer cells can 
occasionally be aspirated from these bronchi. 
The bronchoscope may reveal: foreign bodies, 
sometimes unsuspected; tuberculous bron- 
chitis with lesions varying from the ulcerating 
or granulomatous stage to healed fibro- 
stenosis (in children it is usually due to 
penetration of a bronchial lymph node and 
produces the X-ray findings of a nonopaque 
foreign body; only by bronchoscopic biopsy 
can the diagnosis be made); broncholiths 
(they should be removed bronchoscopically) ; 
carcinoma of the bronchi (bronchoscopy with 
biopsy should be done in all cases where 
expiration and inspiration films show obstruc- 
tive emphysema, this condition being sugges- 
tive of early carcinoma); sarcoma, Hodgkin’s 
disease, hypernephroma and other neoplasma; 
fibroma, chondroma, lipoma or papilloma are 
extremely rare; adenomata; cylindromats; 
pulmonary abscess; bronchiectasis.—Bronchos- 
scopy and the Chest Survey, K. A. Phelps, 
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Journal- Lancet, 
(O. Pinner) 


June, 1947, 57: 246— 


Pathogenesis of Tuberculosis.—Van Bene- 
den summarizes various elements in the 
pathogenesis of tuberculosis. The impor- 
tance of the quantitative factor as regards the 
number of bacilli producing tuberculosis has 
been well demonstrated. The duration of 
time intervals between exposures to infection 
is also of significance. Of previously un- 
infected animals the youngest are the most 
susceptible. As to qualitative differences in 
the virulence of human type tubercle bacilli, 
responsible for clinical tuberculosis, it has 
usually been considered slight in France, yet 
it is known that there are variations. More 
careful studies should be made regarding the 
minimal infecting doses for guinea pigs of 
various strains and the severity of the infec- 
tion after definite periods of time have elapsed. 
It is believed that the skin lesions of lupus 
vulgaris are caused by bacilli of attenuated 
virulence, perhaps originally virulent when 
first introduced into the body but which have 
lost their virulence in the cutaneous tissues. 
Among well known strains that have lost 
their virulence in artificial cultivation, BCG 
and the R strain of Trudeau are mentioned. 
However, even if all the qualitative differences 
in virulence of various strains of bacilli were 
accurately determined and classified, it would 
still not be possible to establish any definite 
relationship between them and the degrees of 
severity of clinical forms of the disease. The 
variable nature of the human terrain invaded 
by the germ would remain to be considered. 
There are two very different types of human 
terrain in which the bacillus develops, virgin 
or “physiological’’ soil in which there has been 
no previous infection by tubercle bacilli and 
“specific” or already infected tissue. Infec- 
tion of the first type is often a silent and mild 
affair, not resented greatly by the body tissues 
while the latter is frequently a brutal and 
violent reaction, a manifestation of specific 
intolerance. Reference is made to studies of 
Beszangon and De Serbonnes regarding a 
sort of pulmonary Koch’s phenomenon follow- 


ing reinfections by the tracheal route. The 
allergic response as indicated by the tuberculin 
test is modified by the dosage of bacilli, the 
technique of application and the quantity of 
tuberculin. The intracutaneous test is the 
most sensitive procedure. The Merieux prep- 
arations are especially recommended. There 
seems to be some relationship between the 
route of reinfection and the severity of the 
tuberculin reaction. Allergy shows first of all 
that the subject is infected. It is no more 
than a promise of immunity and a second in- 
fection may bring in its train all the exagger- 
ated and undesirable manifestations of severe 
reaction. Certain individuals may be classed 
as “preferred” victims of tuberculosis. The 
term allergy has been used too frequently in a 
limited sense as implying a definite antigen- 
antibody reaction. For the present it should 
be reserved as a descriptive term, as an indica- 
tion of an abnormal or different condition 
from that originally existing. The modern 
student of tuberculosis must therefore take 
into account, not only variations in tubercle 
bacilli but also of the terrain in which they are 
sown. The author refers to studies of many 
French and Belgian workers as well as to his 
own investigations.—Quelques vérilés premieres 
et quelques inconnues de la phthisiogénese, J. 
Van Beneden, Rev. belge de la tuberc., 1947, 
38: 15.—(A. T. Laird) 


Phthisiogenesis.—The phthisiogenetic réle 
of different tuberculous lesions is analyzed 
from a clinical and roentgenological point of 
view. The primary pulmonary focus was 
only exceptionally found responsible for the 
development of progressive tuberculosis. 
Among 453 healthy individuals who showed 
X-ray evidence of a primary complex no signs 
of progression were noted in an observation 
period of six to eighteen months. In another 
group of 271 cases between the ages of 16 and 
65 with demonstrable primary foci, a period of 
observation from three to seven years revealed 
progression of the pulmonary focus in only one 
case (0.36 per cent). How often the lymph 
node component of the primary complex is 
responsible for phthisiogenesis is believed to 
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be a question which cannot be answered with 
precision to-day, since the potential or actual 
tendency to exacerbation or progression of the 
lymph node component, with or without 
calcifications, cannot easily be established by 
clinical or roentgenological methods. In the 
cases under investigation calcified hilar 
lymph nodes were found twice as often as 
primary pulmonary foci. Their exacerbation 
was observed only in two instances. The 
old problem of apical lesions as phthisiogenetic 
sources is discussed. Analysis of the available 
material led to the following conclusions: (1) 
Apical lesions of the Simon type were found 
extremely seldom between the ages of 1 and 
15; 6 cases out of 783 (0.7 per cent). (2) The 
progression of Simon foci into cavitary 
phthisis, although possible, is equally rare; 6 
cases out of 321 (1.8 per cent). (3) Apical 
lesions are more often found in adults; 111 
cases out of 1,992 (5.6 per cent). They are 
considered final, late, and mostly inactive 
phases developing from various forms of 
tuberculous lesions, of the primary as well as 
of the reinfection type. (4) According to 
the author, fresh reinfection lesions of prob- 
able exogenous origin, constituting the start- 
ing point of progressive phthisis, are observed 
in all parts of the lung. No connection could 
be established with the reactivation of old 
foci of the Ghon or Simon variety. These 
reinfection lesions showed a tendency to 
progression which was ten times higher than 
that of the whole group of apical foci. Thus 
among 101 cases of soft macro-nodular rein- 
fection lesions having developed in lungs of 
adults exposed to tuberculosis and with 
previously negative X-rays, 67.3 per cent 
showed consecutive progressive changes. In 
contradistinction, apical foci remained sta- 
tionary in 84 per cent, regressed in 9.6 per 
cent, and showed progression in only 6 per 
cent of cases.—The Different Age of Reinfec- 
tion Lesions and Its Réle in the Development of 
Progressive Pulmonary Tuberculosis, I. E. 
Kochnova, Probl. tuberk., 1947, No. 2, 20.— 
(V. Leites) 


BCG in Brazil.—Tuberculosis continues to 


‘maintenance of 10 sanatorium beds. 


be health problem No. 1 in Brazil. The 
campaign so far has been waged almost 
exclusively along curative lines. The services 
established on that basis have proved too 
expensive and inadequate. At the estimated 
rate of 80,000 deaths a year the provision of 
beds would require an initial outlay of 800 
million cruzeiros (about 50 million dollars). 
Maintenance would also prove high: 40-44.5 
cruzeiros (about $2.50) per bed-day in 1945 
in Rio, as compared to 8.5 cruzeiros (about 
50 cents) in the Ferreira Home-Hospital at 
S. Paulo (a much less pretentious establish- 
ment). While many more would be required, 
only 4,480 beds for tuberculosis patients are 
either in use or being planned in Brazil as the 
cost is going up. On the other hand, BCG 
costs 0.20 cruzeiro (about 1 cent) per dose of 
vaccine. In the 1942-1944 three-year period 
112,588 babies were born in the city of S. 
Paulo, vaccination of which would have cost 
135,000 cruzeiros, or barely as much as the 
Thus 
BCG becomes the choice health weapon when 
a tuberculosis campaign on an economical 
basis is planned. The S. Paulo Tuberculosis 
Division was organized in 1931 and has now a 
budget of 35 million cruzeiros (about two 
million dollars), most of which is to be spent 
on dispensaries and sanatoria. The Federal 
Tuberculosis Service spent about 50 million 
cruzeiros (about three million dollars) for 
sanatoria in 1942-1945. In its new extensive 
campaign it will employ, however, preventive 
as well as curative means. BCG vaccinations 
in the city of S. Paulo in 1942-1945 barely 
totaled 22,000 and the figures for the interior 
of the State were much smaller—BCG— 
Recurso sanitorio e econémico na luta contra a 
tuberculose, B. Pedral Sampaiao & A. Nogue- 
ira Martins, An. paulist. de med. e cir., Jan- 
uary, 1947, 53: 7 —(A. A. Moll) 


Vole Bacillus.— Wells identified this bacillus 
in 1937. The disease caused in wild voles is 
marked by the formation of chalky subcutan- 
eous masses, over which the skin is liable to 
ulcerate, containing enormous numbers of 
acid-fast bacilli. The lymph nodes are 
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extensively involved, with caseation. Lesions has been limited to the use of one formula, 


sometimes occur in the lungs, liver and spleen. 
The bacillus has also been recovered from the 
bank vole, the woodmouse and the shrew. 
The disease is exceedingly chronic, an ad- 
vanced stage having little apparent effect on 
the animal’s activity. The life expectancy of 
the vole is the same whether infected or not. 
Cannibalism is a possible route of infection. 
Contaminated water and food also convey the 
disease. Morphologically, as well as cul- 
turally, the vole bacillus is distinct from other 
types of M. tuberculosis. It is indistinguish- 
able serologically from the human and bovine 
types. Tuberculin prepared from it is about 
equal to other tuberculins. Tremendous 
doses of the bacilli are required to kill a guinea 
pig. The degree of resistance produced by 
the bacillus in animals is greater than that 
produced by BCG, as observed by Wells and 
Griffith. In an experiment by Birkhaug, all 
controls died in about 200 days, whereas the 
immunized animals lived from 300 to 600 
days. The difference between the vole 
bacillus and BCG group was not significant. 
The chances of a spontaneous enhancement of 
virulence in BCG is thought of as a possibility, 
whereas this could not occur in the vole 
bacillus, and the normal host can be used to 
preserve its present characters. Wells has 
recently inoculated human subjects with the 
vole bacillus. A slowly healing ulcer de- 
veloped at the site of infection. Lymph 
nodes were not involved. Multiple puncture 
method was used. It is therefore considered 
a safe procedure and effective as judged by the 
acquisition of tuberculin sensitivity —The 
Vole Bacillus, (Editorial), Brit. M. J., May 
31, 1947, 4508: 770.—(R. W. Clarke) 


Dubos’ Medium for Isolation of Tubercle 
Bacilli.—The present report deals with further 
experience with these media in the bacterio- 
logical diagnosis of tuberculosis. In the 
previous study several variations of the basic 
medium as described by Dubos were em- 
ployed. Since there appeared to be little 
difference in the results obtained in these 
various liquid media, further investigation 


that most recently described by Dubos, and 
the solid medium prepared by the addition of 
agar and ferric ammonium citrate. Since the 
previous report, 197 specimens have been 
examined for tubercle bacilli by these methods 
as well as by guinea pig inoculation. Of these, 
28 were positive either by culture or guinea 
pig, or both. Twenty-three of the 28 were 
positive by culture as well as by guinea pig. 
One additional specimen, a gastric aspiration 
which was positive by culture, did not produce 
tuberculosis in guinea pigs. The incubation 
period of these positive specimens ranged from 
five to twenty-one days, with a mean of 10.6 
days, remarkably little time for the bacterio- 
logical diagnosis of tuberculosis. The re- 
maining specimens, two sputa and two spinal 
fluids, were positive by guinea pig only. The 
results obtained with the small series of 
specimens when combined with those pre- 
viously reported show that, of 57 positive 
specimens examined in fluid media, 50 (87.7 
per cent) were positive by culture, while 54 
(94.6 per cent) were positive by guinea pig 
incoulation. Forty-four (88 per cent) of the 
positive results were obtained within fourteen 
days of incubation. Too few specimens have 
been examined on the solid medium to permit 
analysis. Four strains which failed to grow in 
broth grew readily on the solid medium. 
Colony morphology on this medium is strik- 
ingly different from that observed on coagu- 
lated egg media. Growth occurs as soft, 
discrete, semitransparent colonies not unlike 
those of streptococci.—Further Observations 
on the Cultivation of Tubercle Bacilli from 
Pathologic Material in Dubos Media, G. E. 
Foley, J. Lab. & Clin. Med., July, 1947, 32: 
842.—(F. G. Petrik) 


Survival of Bacilli—How are tubercle 
bacilli modified morphologically, tinctorially 
and vitally in the various conditions to which 
they are subjected while en route to the 
laboratory? Morphological and _tinctorial 
changes were studied by examination every 
five days of specimens remaining in their 
original containers. If kept at a temperature 
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of +7, +22 or +37° C. no significant changes 
took place after three months in the properties 
of the bacilli. To study survival of bacilli in 
sputum, culture and guinea pig inoculations 
were made daily for ten days, then at ten-day 
intervals for three months. Bacilli in sputum 
kept at +7° and +22° C. retained their 
virulence unchanged up to three months. 
On the contrary, at +37° C. the bacilli were 
virulent for only four days; on the fifth day 
the bacilli were not pathogenic for guinea 
pigs although an allergic type of sensitivity 
was produced in the animals. If, however, a 
drop of penicillin containing 5,000 units was 
added to 1 cc. of neutralized sputum, the 
culture or guinea pig inoculation of such a 
mixture was always positive. Specimens of 
gastric contents were found to lose gradually 
their virulence within ten days. From these 
studies the conclusions are drawn that for 
direct examination of specimens no special 
precautions are necessary, whereas if the 
specimen has to be shipped quite a distance, 
particularly in warm weather, neutralization 
and incubation for several hours in the pres- 
ence of penicillin will not only preserve the 
virulence of the tubercle bacilli, but will 
lessen the danger of pyogenic infection to the 
animals inoculated.— Persistance des caractéres 
morphologiques et biologiques des bacilles de 
Koch dans les produits expédiés au laboratorie, 
F. Tison, Ann. Inst. Pasteur, July, 1947, 73: 
684.—(P. Q. Edwards) 


Bronchial Lavage.—Bronchial lavage was 
tried in 260 tuberculosis patients in various 
stages and modalities. The material obtained 
proved positive in 29.3 per cent: 26.1 per 
cent in cultures, 12 per cent by inoculation in 
the guinea pig and 8.0 per cent by direct 
examination, some specimens by more than 
one method. The rate of positivity varied 
from 100 per cent in 4 ulcerated fibro-exuda- 
tive cases to 8.6 per cent in 46 cases under 
pneumothorax treatment. Out of 155 fibrotic 
cases 20 per cent were found positive. Bron- 
chial lavage should be repeated at least three 
times. The method is much easier than 
gastric washing and less bothersome for the 


patient, the indications for both methods 
being identical. Hemoptysis, heart failure, 
respiratory difficulty and asthma cases should 
beexcluded. Allergic symptoms following the 
test develop in about 31 per cent of patients, 
usually in a very mild form and headache 
being the most common. Deep breathing is 
emphasized to patients liable or about to 
cough. A most detailed description of the 
technique is given. The writer agrees with 
Fontes Magarfio that bronchial lavage is the 
most appropriate name for the procedure.— 
A lavagem brénquica no diagnéstico da tuber- 
culose, J. Estevio Correia, Rev. méd. munic. 
(Rio de Janeiro), October-December, 1946, 9: 
105.—(A. A. Moll) 


Serum Changes in Chronic Diseases.— 
By means of the electrophoresis technique, 
the serum protein, lipoid and polysaccharide 
patterns were studied in cases of minimal, 
moderately advanced and far advanced 
active pulmonary tuberculosis, in cases of 
minimal and moderately advanced pulmonary 
tuberculosis of questionable clinical signi- 
ficance, in cases of sarcoidosis, in cases of 
various carcinomata and in a few cases of 
diabetes mellitus. In early active tuber- 
culosis, slight rises occur in the gamma 
globulin fraction, which presumably repre- 
sents antibody formation, and may have 
prognostic significance. In advanced stages, 
all the globulin fractions, especially the alpha 
2 globulin, as well as polysaccharide, increase, 
presumably representing tissue destruction; 
however, the mean total protein does not 
change. As the disease heals, there is a 
return to the normal serum picture. In 
sarcoidosis, there is an increase in total pro- 
tein and in gamma globulin, and only a 
moderate rise in polysaccharide (possibly 
emphasizing the nondestructive nature of the 
disease). In carcinoma there is decrease of 
total protein, and a large increase in alpha 
2 globulin and in polysaccharide—again 
possibly indicative of tissue destruction. 
There are definite differences in the analytical 
patterns of the three diseases which might 
have value in differential diagnosis.— Varta- 
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tion in Protein and Polysaccharide Content of 
Sera in the Chronic Diseases, Tuberculosis, Sar- 
coidosis, and Carcinoma, Florence B. Seibert, 
Mabel V. Seibert, A. Jane Atno & H. W. 
Campbell, J. Clin. Investigation, January, 
1947, 26: 90.—(A. A. Cohen) 


Paraspecific Reactions.—The pathology of 
so-called paraspecific reactions was studied in 
primary tuberculosis of adolescents and adults. 
The early involvement of vessels at the site of 
infection was noted, which permits to assume 
the development of bacillemia as a constant 
feature in the early stage of primary tuber- 
culosis. Bacillemia is considered one of the 
main factors in the causation of the specific 
sensitization of the organism and of hyperergic 
tissue reactions. In the course of these im- 
munological changes during primary tuber- 
culosis specific and paraspecific processes take 
place in many organs, the best known mani- 
festations of the latter reaction being erythema 
nodosum, phlyctenulae and rheumatic in- 
volvement of the Poncet type. The authors 
studied paraspecific reactions in internal 
organs. Their main characteristics were 
found to be as follows: (1) Diffuse accumula- 
tion of macrophages in the capsule and 
interstitial tissue of inner organs, in serous 
membranes and in the myocardium. (2) 
The infiltration with these cellular elements 
occurred also in nodular form and was found 
mainly in the perivascular tissue of the 
myocardium. (8) Diffuse or nodular in- 
filtrations consisting of histiocytes and 
lymphocytes, mainly observed in the capsule 
and stroma of lungs, kidneys, liver, synovial 
membranes and heart. (4) Nonspecific in- 
flammatory changes in the vascular system 
involving small and large arteries and veins. 
(6) Fibrinoid necrosis in the lungs and else- 
where. Tubercle bacilli were never demon- 
strable at the site of these paraspecific re- 
actions. However, a correlation was noted 
between the extent of the paraspecific tissue 
changes and the bacillary content of the 
primary focus. The pathogenesis is con- 
sidered to be an allergic mesenchymal re- 


action to bacillary toxins. Resemblances are 
seen between these hyperergic tissue reactions 
and those observed in rheumatic fever— The 
Morphology of Paraspecific Tissue Reactions 
in Tuberculosis, A. I. Strukov, Probl. tuberk., 
1947, No. 2, 37.—( V. Leites) 


Miliary Tuberculosis with Heart Involve- 
ment.—In a case of acute miliary tuberculosis 
in a 22-year-old man, necropsy revealed both 
in the heart muscle and the endocardium 
several lesions. Some were clearly tuber- 
culous and others of a rheumatic type; the 
etiology seemed uncertain, although the 
histological picture confirmed their tuber- 
culous nature. It was not determined 
whether the endocardium or the heart muscle 
had been first attacked. Valvular lesions 
seem most uncommon in tuberculosis. In 
about 100 cases of acute miliary tuberculosis 
this was the only one in which valvular or 
nodular lesions were detected in the heart 
muscle.— Lesées tuberculosas cardiacas em 
tuberculose generalizada aguda de adulto, C. 
Mignone & F. Gikovate, Clin. tisiol. (Rio de 
Janerio), October-December, 1946, 1: 341.—(A. 
A. Moll) 


Bone Tuberculosis.—The common concep- 
tion that the sedimentation rate is increased in 
tuberculosis of the bone proves to be erroneous 
in the 6 cases described in the present paper. 
None of these patients had clinical or X-ray 
evidence of pulmonary tuberculosis. They 
were all adult patients without draining 
sinuses and all but one had proved tuberculous 
lesions of the bones. All had normal sedi- 
mentation rates. Detailed histories are given, 
with X-ray reproductions, to substantiate the 
above statement regarding the sedimentation 
rate as a diagnostic criterium.— Low Sedi- 
mentation Rate Observed in Osseous Tuber- 
culosis, K. Yanagisawa & D. Bosworth, 
Quart. Bull. Sea View Hosp., January, 1947, 
9: 21.—(P. Q. Edwards) 


Tuberculosis of Prostate-—Hematogenous 
dissemination of tuberculosis to the male 


i 
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urogenital system almost invariably produces 
involvement of the prostate, which appears 
to be the site of predilection for tuberculous 
infection. Secondary to tuberculosis of the 
prostate, the urinary bladder becomes in- 
volved in the tuberculous process by direct 
extension from the prostatic urethra. As- 
cending infection to the ureter or kidney is 
very rare, if it occurs. Caseation and 
liquefaction of one or more foci of infection in 
the prostate lead to coalescing of the lesions 
with eventual rupture into the prostatic 
urethra or rectum, producing a cavity in the 
gland and a fistulous tract. Involvement of 
the seminal vesicles and epididymis usually 
results from intracanalicular extension from 
the prostate. Healing may take place in the 
gland with formation of calcifications encased 
ina fibrous capsule. As the process continues 
contraction of the tissues causes shrinkage of 
the gland which, on palpation, may simulate 
carcinoma. Demonstration of calcium roent- 
genographically will clarify the diagnosis. 
Symptoms of tuberculous prostatitis are 
obscure and multiple. Induration and ir- 
regularity of the gland, enlargement, discrete 
nodulations and occasionally fluctuation from 
liquefaction of a focus should suggest tuber- 
culosis. Red cells in the urine and bacilluria 
are usually present but of inconclusive diag- 
nostic use in the presence of tuberculosis of 
the kidney, epididymis or seminal vesicles. 
Asymmetry between the two lateral lobes 
on rectal examination, fluctuant sensation in 
one lateral lobe, some tenderness of the 
prostate and occasionally a prostate which is 
smaller than normal are additional findings 
characteristic of tuberculosis of the prostate. 
Transurethral resection is contraindicated in 
tuberculous involvement of the prostate for 
either diagnostic biopsy or removal of the 
gland because of the danger of sinus formation, 
perforation, fistula or even spread of the 
disease. Radical perineal prostatectomy 
(Young’s procedure) is preferred rather than 
transurethral resection or the suprapubic 
approach since both latter methods fail to 
completely remove the tuberculous tissue and 


thereby invite the complications cited above. 
—Tuberculosis of the Prostate, E. Muehsam, 
Quart. Bull. Sea View Hosp., January, 1947, 
9: 25.—(P. Q. Edwards) 


Ocular Tuberculosis vs. Jensen Retinitis.— 
Four cases of Jensen’s retinitis, an acute 
localized lesion of the retina producing per- 
sistent scotoma are reported. In 2 of them 
the tuberculin skin test was negative and the 
lesion is ascribed rather to syphilis. It is 
concluded that Jensen’s retinitis is not neces- 
sarily a form of tuberculosis although it may 
in some cases be associated with and perhaps 
due to infection by Koch’s bacilli — Apropos 
des tuberculoses oculaires; la rétinite de Jensen, 
G. Renard, Presse méd., June 4, 1947, 33: 
3876.—(E. Bogen) 


Sarcoidosis.—Between March 1, 1943 and 
March 31, 1944, all recruits entering the Swiss 
army were subjected to routine fluoroscopy. 
Of 516,879 men filuoroscoped, 115 were re- 
ferred for detailed study with the provisional 
diagnosis of sarcoidosis. Of these, 67, or 
0.13 per thousand, were definitely diagnosed 
after detailed investigation. Since the means 
of diagnosis was invariably directed towards 
the chest, all cases had either involvement of 
the lungs and or hilar lymph nodes. The 
diagnosed cases frequently showed involvement 
of peripheral lymph nodes and spleen on 
physical examination, whereas skin and 
skeletal lesions were rare. Because of the 
uncertain relationship of sarcoidosis to tuber- 
culosis, it was felt advisable to give all defi- 
nitely diagnosed cases a medical discharge. 
The series herein reported includes many 
persons who had done previous military 
service, but a causal connection between 
service and disease was denied in almost every 
case by the compensation board. The ques- 
tion of compensation was not often raised 
since the greatest number of cases were com- 
pletely asymptomatic and able to work a full 
day. Exclusion from military service is in the 
nature of a “prophylactic”? measure.—Morbus 
Besnier-Boeck-Schaumann und Armeedurch- 
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leuchtung, G. Schénholzer, Schweiz. med. 
Wehnschr.. May 31, 1947, 77: 585—(H. 
Marcus) 


Familial Sarcoidosis.—Sarcoidosis occurred 
in siblings of two unrelated families. In one 
family at least 2 of the 3 siblings were affected, 
and in the other a diagnosis was established 
for 3 siblings and was probable or possible for 
at least 3 others of a total of 10 siblings. 
Cutaneous lesions were found in only 2 of the 
patients discussed. Active tuberculosis ulti- 
mately developed in 2 patients. (Authors’ 
Summary.)—Sarcoidosis in Siblings, R. C. V. 
Robinson & R. D. Hahn, Arch. Int. Med., 
August, 1947, 80: 249-—(G. C. Leiner) 


Atypical Pneumonia.—In view of the cur- 
rent interest in the disease known as primary 
atypical pneumonia, the question is raised: 
Is it a disease, a syndrome or a fiction? Re- 
view of clinical findings reveals that the onset 
is characterized by malaise, chilliness, fever 
and rhinopharyngitis. Penicillin and sul- 
fonamides are ineffective in altering the ex- 
pected course of gradual abatement of the 
cough and fever within several weeks. Radio- 
logical signs of bronchopneumonitis are 
transient and probably dependent upon 
bronchial infection with obstruction from se- 
cretions, causing pneumonitis in the distal 
parenchymal segments. Initial leucopenia 
succeeded by mild leucocytosis is present in 
many illnesses, as is the demonstration of cold 
agglutinins, which are variable in appearance. 
Pathological studies are not available as the 
disease is rarely fatal; etiology is still un- 
known. The conclusion, therefore, seems 
justified, at the present time, that primary 
atypical pneumonia is not a disease; it is a 
syndrome, similar to Loeffler’s syndrome, 
if cold agglutinins are present; in all other 
cases it is a fiction La pneumonie atypique 
primitive, (Editorial), Rev. de la tuberc., 1947, 
11: 186.—(P. Q. Edwards) 


Pneumonia at Camp Gruber.—This article 
is a supplement to the article by J. C. Cain, 
E. J. Devins and J. E. Downing: “An Un- 


usual Pulmonary Disease” in Arch. Int. Med., 
June, 1947, 79: 626. The conclusion is as 
follows: “Studies on specimens from patients 
with pneumonia occurring at Camp Gruber, 
Oklahoma, have failed to identify a causative 
agent. Attempts to reproduce the disease in 
animals were unsuccessful. Although C. 
albicans was isolated in 10 of 17 patients ill 
with pneumonia, the réle of this organism is 
questionable because of the lack of supportive 
evidence.” —Studies on the Causation of an 
Unusual Pulmonary Disease at Camp Gruber, 
Oklahoma, Commission on Acute Respiratory 
Diseases, in collaboration with W. A. Mickle, 
Jr., Arch. Int. Med., August, 1947, 80: 203.— 
(G. C. Leiner) 


Loeffier’s Syndrome.—A case of lung in- 
filtration associated with eosinophilia and 
asymptomatic chronic amebiasis is reported.— 
Loeffler’s Syndrome, Capt. A. W. Pearlman, 
Am. J. Roentgenol., July, 1947, 58: 75.— 
(J. E. Farber) 


Residual Lung Abscess.—Following in- 
cision and drainage for acute lung abscess 
residual cavities often remain. These are 
usually complicated by broncho-cutaneous 
fistulae and by bronchiectatic changes in the 
surrounding lung parenchyma. Because ob- 
literation of the pleural space is a condition of 
the original incision and drainage operation 
it was anticipated that lobectomy several 
years later would be exceedingly difficult. 
The author has successfully operated on 3 
patients in whom this was not the case. Ad- 
hesions were present only immediately over- 
lying the diseased lung tissue and surrounding 
the fistula. The remainder of the lobe could 


‘be separated from the parietal pleura with 


ease, and with only slightly more difficulty 
from the remaining lobe. The operation is 
carried out under local anesthesia. The 
fistula is excised and the regenerated bone re- 
moved. Because the pathological process is 
always located peripherally, individual dissec- 
tion and ligation of the root structures is not 
necessary. The wound is closed tightly in 
layers, and intercostal suction drainage is 


@ 
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instituted immediately to encourage expan- 
sion of the remaining lobe. The drain is 
shortened gradually and completely removed 
after several weeks. One of the 3 patients 
had been in poor health due to residual abscess 
and fistula for five years prior to lobectomy, 
and a complete cure was achieved.—Die 
Behandlung der Lungenabszessresthéhlen mit 
Hilfe der Lobektomie, A. Brunner, Schweiz. 
med. Wcehnschr., June 14, 1947, 77: 630.— 
(H. Marcus) 


Pneumonia in Varicella—A 32-year-old 
female patient with chickenpox and pneu- 
monia was observed. The patient died on the 
eleventh day of the disease. The autopsy 
revealed extensive consolidation of all lung 
lobes. The consolidation consisted of small 
nodules about 5 mm. in diameter and fre- 
quently coalescent. Many of the nodules 
were hemorrhagic. Attempts at virus trans- 
fer were unsuccessful.— Pneumonia Associated 
with Varicella: Review of the Literature and 
Report of a Fatal Case with Autopsy, W. D. 
Claudy, Arch. Int. Med., August, 1947, 80: 
185.—(G. C. Leiner) 


Compensation for Silicosis in Belgium.—A 
series of royal decrees has authorized compen- 
sation for disabled silicotics since 1927. The 
one which became effective in 1937 contained 
conditions which it has proved somewhat 
difficult to meet. In order to secure compen- 
sation, the workman must have worked at 
least three years in a dust laden environment 
and have become permanently incapacitated. 
In addition, his sputum must show phagocytes 
containing silica particles, and an X-ray film 
of his chest must be interpreted as showing the 
so-called pseudo-tumor aspect considered 
characteristic of the third stage. Experience 
has shown that while phagocytes containing 
dust particles are often present in the alveoli 
and pulmonary lymphatics, they are rarely 
expectorated by the patient. The pseudo- 
tumor appearance in the X-ray film has been 
found to be compatible with working ability 
in certain cases where it is present, and absent 
in others where there is total disability. In 


actual experience it has been considered ade- 
quate evidence of disability if the X-ray 
shows other indications of severe silicosis, 
accompanied, or not, by signs of pulmonary 
tuberculosis. The author feels that the laws 
should be revised, after thorough study of the 
subject by the medical profession. He, as 
medical director of the Sanatorium Brugman 
at Alsenberg, was invited to present this paper 
before the Society for the Scientific Study of 
Tuberculosis and Pneumology. As he says, 
it is a résumé and contains nothing especially 
original. However, he brings out some in- 
teresting phases of the subject. Silicosis, he 
states, is due to a pathological condition of the 
lung resulting from the inhalation of particles 
of free silica. It is frequently complicated by 
pulmonary tuberculosis and often confused 
with it. It develops in three stages. The 
first is characterized by a special type of 
fibrosis consisting of a maze of fine fibres, the 
second by the primary silicotic nodule, and the 
third by pseudo-tumor formations. The first 
two stages can be detected only in X-ray 
films of good quality. The lack of symptoms 
has often been responsible for the failure to 
secure X-ray films in the first stage, when the 
characteristic changes were already present. 
Accordingly it is advisable to have periodic 
X-ray films taken of all exposed workers, 
The fibrosis of the first stage presents a char- 
acteristic reticular appearance. It results 
from the partial filling of the lymphatic 
vessels and spaces with irritating dust par- 
ticles, which brings about a perilobulitis pro- 
ducing an outline of the pulmonary framework 
on which there appear here and there 
thickened granular masses of no special sig- 
nificance which are generally thought to be 
due to superposition of crossing fibrous tracts 
at different levels. The solubility of the silica, 
which in fact is very slight, is an explanation of 
its toxic action, which is also favored by the 
lymphatic stasis. The fibrosis seen in the 
film often outlines with startling precision the 
two routes of the lymph currents which carry 
the silica either to the hilar nodes or the sub- 
pleural spaces. This characteristic X-ray 
finding in the first stage may appear very 
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quickly in some workers exposed to an excess 
of silica dust. On the other hand, there are a 
considerable number of older workers who 
have observed no hygienic precautions and 
yet do not show it. The silicotic nodule of 
the second stage has been considered by some, 
notably Policard, as an indication of the tu- 
berculous origin of silicosis. Gardner, how- 
ever, has shown that it may be produced by 
the inhalation of silica dust alone, especially 
of fine particles between 0.2 and 10 micra in 
diameter. Below 0.2 micra, the author con- 
siders, we enter the domain of aerosols which 
seem to be inoffensive. Anything that causes 
dyspnea he considers a predisposing factor in 
silicosis, such as atmosphere surcharged with 
carbon dioxide. Particles small enough to re- 
main in suspension, in the so-called “live” 
state, are particularly harmful, hence the 
usefulness of ventilation. The Antitubercu- 
losis League is making an effort to secure a 
relaxation of the severe restrictions on double 
food rations for the benefit of workers in 
silica laden dusts. Coal miners rarely de- 
velop silicosis though they may have pneumo- 
noconiosis.—Silicose, tuberculose, anthracose, 
J. Andre, Rev. belge de la tuberc., 1947, 38: 
89.—(A. T. Laird) 


Beryllium Poisoning.—There are two types 
of reaction which apparently can result from 
exposure to beryllium-containing compounds: 
an acute pneumonitis, which may either be 
fatal or clear without residue; and a chronic 
condition which does not develop until a few 
months or years after exposure, and consists 
of sarcoid-like lesions in the lungs, lymph 
nodes, skin and other tissues with cachexia, 
hypoxemia and right-heart strain, irreversible 


and often fatal. This latter entity was first 


reported in the fall of 1946 by Gardner and by 
Hardy; most of the cases have been found in a 
group of workers in a single fluorescent-lamp 
plant, but others have been found in the 
numerous industries using some form of beryl- 
lium. There are two odd features in these 
lesions: appreciable amounts of beryllium 
cannot be recovered from the tissues; and a 
nonpathogenic, irregularly acid-fast bacillus is 


sometimes found in the sputum, tissues or 
blood-stream. A typical case with unusual 
features is described. The symptoms began 
abruptly four years after exposure to a bery!- 
lium compound, and the lesions became fully 
developed in the lungs, nodes and skin within 
afew months. Typical lesions were found ina 
biopsy of the skin, but no acid-fast bacilli 
were found in the sputum. Signs of involve- 
ment of other organs included a serious cardiac 
irritation, cerebral irritation with elevation of 
the spinal fluid pressure, and sporadic renal 
irritation. Typical acute secondary bronchial 
and lung infections repeatedly occurred. In 
place of the common hypotension, episodes of 
increasing arterial hypertension occurred. A 
failure of the right side of the heart, with 
early decompensation, began. BAL was 
used for the first time in such a case, but it 
produced mild toxemia, no improvement and 
no excretion of beryllium. It should be tried 
on other cases. Streptomycin also deserves a 
further trial; it could not be used in this case, 
but the one case previously reported showed 
temporary improvement during a brief use of 
the drug. All employees in the numerous 
industries using beryllium should be pro- 
tected from contact with the compounds in the 
form of fumes, dust and liquid suspensions; 
they should be recurrently examined by 
some X-ray method; and physicians in areas 
remote from sources of exposure should be 
alert for transient cases.— Beryllium Granu- 
lomatosis, alias Miliary Sarcoid, Salem Sarcoid, 
Miliary Sarcoidosis, Chronic Beryllium Poi- 
soning, or Delayed Chemical Pneumonitis, 
J. Pyre & W. H. Oatway, Jr., Arizona Med., 
September, 1947, 4: 21—(W. H. Oatway, Jr.) 


Carcinoma of Lung.—The recent increase in 
the frequency of carcinoma of the lung and the 
development of a curative procedure, pneumo- 
nectomy, have accentuated the importance of 
early diagnosis. However, the onset is in- 
sidious, the symptoms are often deceptive, 
and the physical signs, if at all present, may 
imitate other pulmonary diseases and vice 
versa. Aside from exploratory thoracotomy 
with biopsy which, perhaps, should be used 
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more frequently, the best method is bron- 
choscopy with biopsy; but this also has its 
limitations and permits of no more than 50 
per cent positive diagnoses. First evidences 
of a bronchogenic tumor must be obtained by 
X-ray examination. At routine surveys 
early lesions will frequently be discovered. 
Examination on inspiration and expiration 
and in a variety of positions of the patient are 
important for the discovery of atelectasis, 
emphysema or tumor formation and for the 
demonstration of the anatomical location. 
Tomography and bronchography will in many 
instances show the exact site of the bronchial 
obstruction and of the tumor and even the 
tumor mass itself. The X-ray findings are 
most variable. The roentgenological pictures 
of several types of tumors are described, and 
the differential diagnosis from inflammatory 
lesions, unresolved pneumonia, pneumonic 
abscesses, fungus infections, is outlined. 
More important are the findings of bronchial 
obstruction caused by tumor within the 
bronchus and of its sequelae as band-like 
atelectasis; massive atelectasis with retraction 
of the interlobar fissures, elevation of the 
diaphragm and retraction of the mediastinum 
toward the side of the lesion; the appearance 
of a drowned lung due to intrabronchial re- 
tention of large quantities of fluid and to ex- 
cessive afflux of blood into the atelectatic 
lung; or emphysema, occurring with incom- 
plete obstruction. Tomography is especially 
helpful in the diagnosis of benign tumors but 
also malignancies can be diagnosed by this 
method even without bronchoscopic proce- 
dures. Bronchoscopically the tumors of the 
bronchi produce fairly characteristic types of 
obstruction, for example a cap-shaped defect 
in the lumen, a marginal, ragged defect within 
the contrast medium similar to that seen in 
stomach carcinoma or, more commonly, the 
“rat-tail” deformity in which the terminal 
bronchus is frayed out, elongated and ex- 
tremely narrowed. A rounded or lobulated 
mass in the mediastinum on the side of a lung 
density should always suggest a tumor rather 
than an inflammatory process.—The Early 
Diagnosis of Carcinoma of the Lung, L. G. 


Rigler, Journal-Lancet, June, 1947, 57: 
243.—(O. Pinner) 


Planigraphy in Lung Carcinoma.—Planar 
roentgenography is of diagnostic value in lung 
cancer. Bronchial tumors, bronchial ob- 
struction and lung abscess may be visualized 
by this method. This procedure, however, 
does not differentiate between bronchial 
obstruction caused by tumor and obstruction 
caused by foreign body, pleural effusion, 
pneumonic consolidation or other lesions.— 
Planigraphy. III. An Evaluation of the 
Method in the Diagnosis of Cancer of the 
Lower Respiratory Tract, J. R. Andrews & 
R.O. Turek, Am. J. Roentgenol., August, 1947, 
58: 1738.—(J. E. Farber) 


Gelatinous Carcinoma of Bronchus.—The 
main feature of this case of cancer of the lungs 
was the profuse and persistent bronchial dis- 
charge (over a quart a day). This confused 
for a long time the diagnosis. This was first 
tentatively made on the basis of the X-ray 
picture and after ruling out syphilis, tubercu- 
losis, bronchiectasis and atelectasis secondary 
to bronchial cancer. The conclusion was 
confirmed in life through biopsy. The pa- 
tient died within four months from a cachectic 
condition. An X-ray film taken one month 
before death showed progress of the disease on 
both sides of the chest. The literature dis- 
closes 2 previous similar cases (Williams’ in 
1841 and Bliss’s in 1936). In both the diag- 
nosis was made postmortem.—Cancer gelat- 
inoso del pulmén en forma broncorreica, 
J. C. Rey & P. Rubinstein, Presna méd. 
argent., May 16, 1947, 34: 896 —(A. A. Moll) 


Pulmonary Hamartoma.—A postmortem 
in a 49-year-old miner with a pulmonary 
process revealed a bronchopulmonary 
hamartoma associated with purulent discharge 
and minimal residual tuberculosis. This is 
the first case of its type in a series of 1,050 
necropsies in the Tornt Hospital in Buenos 
Aires. Because of their small size, these are 
probably overlooked but might be detected 
oftener if routine histological examinations 
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were made in all nodules in the lung. In 
Argentina 2 cases were reported by Cid in 
1940 and 2 others by Bianchi and Etchegoyen 
in 1944. Both case reports were postmortem 
findings.— Hemarcioma brénguico intrapulmo- 
nar, R.I. Latienda, Rev. Assoc. méd. argent., 
May 15, 1947, 61: 292.—(A. A. Moll) 


Meigs’ Syndrome.—This paper presents an 
analysis of 37 cases of hydrothorax with 
benign ovarian tumors and ascites in addition 
to reporting the second instance of the finding 
of a pseudomucinous cystadenoma of the 
ovary. In analyzing the 38 cases listed, we 
find that the tumors most frequently occur 
during the menopause or just before. In all 
of the cases, cultures made of the fluid were 
sterile, and the fluid was a transudate devoid of 
malignant cells. There seems to be no rela- 
tionship between the amount of hydroperi- 
toneum and hydrothorax. Neither does there 
seem to be any connection between the loca- 
tion of the tumor and the side of the hydro- 
thorax. All combinations are present, such 
as: right ovarian tumor with left hydrothorax, 
left ovarian tumor with right hydrothorax, 
bilateral tumors with right, left and bilateral 
hydrothorax. Up to the present time, no 
cause for the syndrome has been agreed upon. 
It has been suggested that there may be a lack 
of right lung drainage by the azygos vein, but 
this does not explain left hydrothorax. A 
more recent theory deals with the induction of 
a histamine toxicosis or anaphylactic shock 
by the repeated peritoneal trauma of the 
ovarian tumor and the subsequent production 
of transudates. Meigs slrowed the hydro- 
thorax and ascites to be of almost identical 
protein composition and established some 


form of communication between the two by 


showing that particulate carbon, after being 
injected into the abdomen, almost immediately 
appeared in the plural fluid but not in the 
blood-stream. Surgical removal of the 
ovarian tumor always results in the disap- 
pearance of the pleural and abdominal fluid.— 
Pleurisy with Effusion Associated with Pseudo- 
mucinous Cystadenoma (Meigs Syndrome), 
E.D. Nora & R. M. Davison, Dis. of Chest, 


September-October, 1947, 13: 423.—(E. A, 
Rouf,) 


Metastases in Ribs.—Primary carcinoma of 
the lung invades the bony thorax in about 5 to 
10 per cent of the cases. Squamous cell 
carcinoma of the peripheral bronchi is the 
most common source of such metastases; 
the growth is invasive, but it occurs late and 
grows slowly. Extension indicates an ad- 
vanced lesion, but not a hopeless one. Exci- 
sion of a wide area (“block-excision’’) of soft 
and bony tissues usually will remove the 
neoplasm. It has been reported that me- 
tastasis to regional nodes does not often occur, 
In the present series of 88 cases of pulmonary 
carcinoma, 17 were eligible for resection, and 7 
had metastases. The diagnosis was usually 
late, since the lung symptoms were scanty and 
pain eventually led to examination. Radio- 
graphic examination is the best method for 
diagnosis of the lung lesion; an overexposed 
film is the means of diagnosing rib involve- 
ment; bronchoscopy is of no value for these 
peripheral lesions; exploratory thoracotomy is 
the method of choice for tissue diagnosis and 
operability; and block-excision of the chest 
wall is the corrrect operative technique. In- 
volvement of mediastinal nerves and vertebrae 
contraindicates curative surgical attempts, but 
spread to contiguous extrinsic chest muscles 
does not. Six of the 7 cases in this series had 
lesions of the ribs, and the seventh had ex- 


tension only to the soft tissues. Six of the 


patients came to surgery; 5 had a block- 
excision of the chest wall. Four of those with 
block-excisions had a pneumonectomy; one 
had a palliative lobectomy, due to the presence 
of vertebral metastasis. There was one op- 
erative death, probably from cerebral asphyxia 
due to vaso-spasm after injury to the sympa- 
thetic trunks. The lobectomy case lived for 
eleven months after operation. The remain- 
ing 3 patients are living and well, one at six 
years, one at two years, and one at five months 
after operation. Invasion of ribs by primary 
carcinoma of the lungs is not uncommon, and 
is often amenable to radical surgery — Pri- 
mary Carcinoma of the Lung, with Invasion of 
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the Ribs, F. P. Coleman, Ann. Surg., August, 
1947, 126: 156.—(W. H. Oatway, Jr.) 


Roentgenogram of Thorax.—During 1945, 
68 cases of cardiac tumors of the stomach were 
seen at the Mayo Clinic. In 35 cases the 
chest roentgenogram showed a tissue mass 
which projected from the lesser curvature side 
into the gas bubble of the stomach. The 
importance of observing the air-filled upper 
segment of the stomach is stressed because 
many diagnoses can be made or suspected 
without, or before, the use of radiopaque 
media.— Roentgenograms of Thorax That Sug- 
gest Carcinoma of Stomach, B. R. Kirklin & 
Eva L. Gilbertson, J. A. M. A., August 9, 
1947, 134: 1228—(H. Abeles) 


Intrathoracic Lipomata.—A total of 39 
cases of intrathoracic lipomata have been re- 
ported. Classification according to position 
includes three types: (1) lipoma lying entirely 
within thoracic cage, 23 cases; (2) dumb-bell 
type, with a portion lying inside the thorax 
and extending through an intercostal space to 
a portion lying outside of the thoracic cage, 9 
cases; and (3) mediastinal lipomata, extending 
into root of neck, 7 cases. Type one was 
found 14 times in males and 8 in females. 
Ages ranged from 4 to 65 years. Eight were 
on the right side, 8 on the left, 4 in the an- 
terior mediastinum, one in the posterior 
mediastinum and 2 unknown. Nine cases 
were treated by operation with 6 recoveries 
and 3 recurrences. The largest tumor weighed 
8 kg. The age distribution in type 2 was 
from one to 56 years. Four were on the left 
and3ontheright. All patients were operated 
upon with 4 deaths and 5 recoveries. The 
largest tumor weighed 500 g. In type 3, the 
age range was 6 to 50 years. All tumors arose 
centrally and extended to the right in 3 cases 
and to the left in one. There were 6 opera- 
tions with 5 recoveries and one death. The 
largest tumor weighed 3.1 kg. The pre- 
dominant symptom was progressive dyspnea. 
In other cases, cough, hoarseness, cyanosis 
and edema of the upper extremities were 
found. The physical findings often suggest 


pleural effusion but on X-ray films the lesions 
are more circumscribed. All the tumors are 
extrapleural and arise from fat.—Intrathoracic 
Lipomata, J. Smart & V. C. Thompson, 
Thorax, September, 1947, 2: 163.—(A. G. 
Cohen) 


Mediastinal Cysts and Tumors.—The au- 
thors review both the cases reported in the 
literature and their own cases at Fitzsimmons 
General Hospital. (A) Congenital cysts: 1, 
2, 3) Epidermoid cysts, dermoid cysts and 
teratomata: There are two theories of patho- 
genesis, monogerminal and bigerminal. The 
monogerminal theory is favored but not 
proved ; the cysts are regarded as abnormalities 
of the third and fourth branchial arches. A 
total of 245 cases have been reported until 
1945. The cysts are important because they 
may: (1) cause pressure symptoms as they 
increase in size, (2) become secondarily in- 
fected, (3) rupture into a bronchus, blood 
vessel or pleura or (4) undergo malignant 
degeneration. Treatment is surgical excision. 
The differential diagnosis among the three 
types is made grossly. Epidermoid cysts are 
lined by squamous epithelium only. Dermoid 
cysts are lined by squamous epithelium with 
added elements of skin derivatives (sebaceous 
glands, hair, teeth) in the wall. Teratomata 
contain elements of all three primitive layers 
so that epithelial derivatives, gut, respiratory 
tissue, muscle, bone, cartilage, lymphoid 
tissue, brain and thyroid may be found. The 
authors report one case of dermoid cyst and 3 
of teratomata. 4) Pericardial celomic cysts: 
These are lined by thin mesothelium. They 
originate as a result of failure of one of the 
primitive pericardial lecunae to merge with 
others. They are known also as “spring 
water” cysts. The caracteristics are: (1) 
thin-walled cyst, (2) clear fluid content and 
(3) lining membrane of endo- or mesothelium. 
The literature includes 7 cases; the authors 
report 8 cases. 5) Bronchial cysts: These 
are lined by ciliated columnar epithelium. 
They are supposed to arise by the pinching off 
of a bit of tracheal bud. Cartilage and 
smooth muscle bundles are frequently present 
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in their walls. The literature contains re- 
ports of 35 cases and the authors report 5. 
6) Esophageal and gastroenteric cysts: These 
are remnants of embryonal gastro-intestinal 
tract tissues. If the cyst is within the wall of 
the esophagus, it is esophageal; otherwise it is 
bronchial. Both are lined by ciliated 
columnar epithelium. Gastroenteric cysts 
resemble embryonal stomach or intestinal 
tissue. The literature contains 25 cases and 
the authors report one. 7) Cystic lym- 
phangiomata or hygromata: These are rare in 
the mediastinum. They are multiloculated, 
have an endothelial lining with smooth 
muscle and lymphocytes in the wall and con- 
tain fluid. There are reports of 8 cases in the 
literature. (B) Acquired cysts: These include 
echinococcus cysts, broken down neoplasms 
and degenerated hematomata. They are all 
rare in the mediastinum. (C) Connective 
tissue tumors: 1) Fibromata: There are 32 
cases in the literature. They cause pressure 
symptoms. 2) Lipomata: Most intra- 
thoracic lipomata arise in the mediastinum. 
They cause pressure symptoms. The litera- 
ture contains reports of 36 cases and the 
authors report 3. 3) Leiomyomata: It is 
important to remove these because they may 
become sarcomatous. They are generally 
extramural to the esophagus. 4) Xan- 
thomata: These are considered benign but 
may become malignant. There are 10 re- 


ported cases in the literature. 4,6, 7) 
Chondromata, chondromyxomata and 
chondromyxo-sarcomata: These originate 


from cartilage located in the sternum, costal 
cartilages, articular surface of the spine or 
costo-vertebral junctions. They may be- 
come very large and malignant. The lit- 
erature contains 4 case reports. (D) Neuro- 
genic tumors: 1) Neurofibromata: These arise 
from perineural or endoneural fibrous tissue. 
The literature contains reports of 21 cases of 
neurofibromata and 19 cases of neurinomata 
(Schwannomata); the authors report 3 cases 
of the former and one of the latter. 2) 
Ganglioneuromata: These contain completely 
differentiated tissue with very slight tendency 
to malignancy. The literature contains re- 


ports of 68 cases, mostly in children. The 
authors report 2 cases. 3, 4) Neuro. 
blastomata, neuroepitheliomata: These are 
more malignant types. (E) Primary tumors 
of thymus: 1) Benign thymomata: A possible 
relationship to myasthenia gravis is discussed. 
2) Malignant thymomata: These are either 
lymphosarcomata or carcinomata. They may 
be encapsulated or may invade or metastasize, 
8) Thymic cysts: These are rare in adults. 
The authors report one case. (F) Primary 
tumors of lymph nodes: 1) Lymphosarcoma. 
2) Hodgkins disease. 3) Sarcoidosis. 4) 
Endotheliomata. (G) Primary and sec- 
ondary sarcomata: All primary connective 
tissue tumors may become sarcomatous. 
They cannot be differentiated from benign 
tumors preoperatively. Secondary sarcomata 
are very rare. (H) Primary and secondary 
carcinomata: Primary carcinomata arise in 
the thymus but primary sarcomata are four 
times as common. Secondary carcinomata 
originate from the lungs, esophagus and 
breast. (I) Intrathoracic goiter —Mediastinal 
Cysts and Tumors, M. L. Bradford, H. W. 
Mahon & J. B. Grow, Surg., Gynec. & Obst., 
October, 1947, 85: 647.—(A. G. Cohen) 


Carcinoma of Trachea.—Up to December, 
1945, a total of 507 cases of tumors of the 
trachea had been reported in the literature. 
These included 253 simple tumors, 187 
carcinomata, 38 other types of malignant 
tumors and 29 tumors of unknown nature. 
Thus carcinomata comprised 37 per cent of 
the total and 83 per cent of all malignant 
tumors. Precise histological data were avail- 
able in 120 carcinoma cases; of these, 50 were 
squamous cell, 14 basal cell and 56 adeno- 
carcinoma. The earliest complaints are dry- 
ness and tickling of the throat accompanied 
by an irritating cough. Dyspnea is the most 
prominent symptom; it is influenced by pos- 
ture. In posterior wall tumors there is loss of 
weight, especially if the esophagus is invaded. 
Hoarseness and aphonia may be present. 
Few symptoms are due to distant metastases. 
On examination, wasting may be present. 
Dyspnea, associated with stridor, is evident; 
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the stridor is best heard at the mouth. Slight 
pressure over the trachea may give complete 
obstruction. Fetor ris and _ cervical 
adenopathy may be present. There usually 
is no clubbing of the fingers. X-ray films are 
normal unless there is secondary pulmonary 
collapse or infection. Several correct diag- 
noses have been made by direct X-ray ex- 
amination of the trachea, particularly in 
lateral views. Tomography and tracheog- 
raphy are valuable. Precise diagnosis is 
made by endoscopy and biopsy. Histo- 
logically there are several types: (1) Primary 
carcinoma arising from cells normally present 
in the trachea: @) squamous cell, b) basal cell 
and c) adenocarcinoma. (2) Primary carci- 
noma arising from rests in the trachea of the 
epithelium of other structures, such as esopha- 
gus, thyroid and remnants of branchial clefts. 
The most frequent type of spread is directly 
to the esophagus. Metastases are most 
common in the squamous cell type and may 
be found in any part of the body; frequency in 
the order named is to the peritracheal, cervical 
and tracheobronchial lymph nodes, lungs, 
liver, supraclavicular and axillary nodes, 
esophagus, spleen, pancreas, kidneys and 
skeletal structures. The most common pri- 
mary site is the posterior wall of the lower 
third of the trachea; the upper third is least 
frequently involved. The condition is more 
common in males. Squamous cell neoplasms 
are less amenable to treatment than adeno- 
carcinomata. A few successful resections of 
the trachea have been recorded. In other 
cases, treatment has consisted of surgical 
diathermy, insertion of radon seeds and deep 
X-ray therapy.— Primary Carcinoma of the 
Trachea, P. Ellman & H. Whittaker, Thoraz, 
September, 1947, 2: 158.—(A. G. Cohen) 


Thymectomy in Myasthenia Gravis.—This 
was almost always a fatal disease before 
treatment with prostigmine was introduced. 
An accurate diagnosis of myasthenia gravis 
must be made before surgical treatment is 
considered. As a rule, the diagnosis can be 
made easily but the disability has too often 
been wrongly attributed to some serious neuro- 


logic disorder considered incurable. There 
are three identifying features of this disease. 
It is selective, it is visible and it is variable. 
It almost always begins in the muscles con- 
trolling the movements of the eyeballs and the 
muscles concerned with speech, swallowing 
and mastication; general muscular weakness 
develops as the disorder progresses. The 
change in muscular function tends to appear 
with repeated effort and to decrease or dis- 
appear with rest. There is almost immediate 
relief lasting for several hours following the 
injection of prostigmine. After the diagnosis 
has been established, medical treatment should 
always be carried on for a trial period of at 
least six months. This consists of ephedrine, 
25 mg., twice daily, and prostigmine, in 15 mg. 
tablets, numbering two to twenty-four daily 
as needed to secure results. Potassium 
chloride and guanidine are of uncertain 
benefit. Continued disability after six months 
of medical treatment is the essential situation 
in which surgical treatment should be con- 
sidered. Thymectomy is a surgical procedure 
of great magnitude and the very nature of the 
illness makes operation of any kind on patients 
with myasthenia gravis unusually hazardous. 
In the critically ill patiénts with respiratory 
failure impending, one should defer radical 
treatment in the hope that intensive medical 
treatment will bring the patient through the 
crisis and permit operation at a later date. 
Those of mild degree should also be deferred in 
favor of medical therapy. The age is also a 
most important factor and the myasthenia 
patient should be considered as approximately 
twice the age in years. The authors report 8 
operative cases with 2 considerably improved, 
4 moderately and one slightly improved, and 
one postoperative death. The results in 121 
other reported cases are 52 per cent classified 
as significantly improved. The incidence of 
thymic abnormalities in autopsies of patients 
dying of myasthenia gravis is about 50 per 
cent. The incidence of myasthenia gravis in 
patients with benign thymoma is almost 100 
per cent. Myasthenia gravis is very rare in 
association with malignant thymoma.— Thy- 
mectomy tn the Treatment of Myasthenia 
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Gravis, R. Adams & F. N. Allan, Dis. of 
Chest, September-October, 1947, 13: 436.— 
(E. A. Rouff) 


War Wounds of Chest.—Patients with 
hemothorax should have an early thoraco- 
centesis without air replacement. Large 
pulmonary metallic foreign bodies are best 
removed, smaller single ones are left in situ. 
Of 136 men with hemothorax, 46 developed 
empyema but 31 of the latter healed. 
Empyema is still a major complication of 
chest injury. The use of sulfa drugs and 
penicillin may often give a sense of false 
security—War Wounds of the Chest, Lt. 
Comm. H. L. Jaffe & Comm. J. P.O’ Connor, 
Am. J. Roentgenol., August, 1947, 58: 183.— 
(J. E. Farber) 


Aneurysm of Pulmonary Artery.—A true 
aneurysm of the pulmonary arterial trunk or of 
its major branches is very rare. The data are 
presented on 36 cases of pulmonary artery 
aneurysm, proved by autopsy and reported in 
the literature. Of 34 cases there were 18 
men and 16 women. The average age of the 
male patients was 42.8 years, of the female 
patients 39.3 years. * The main trunk of the 
pulmonary artery was involved in 89 per cent 
of the cases, only the right branch in 8 per cent, 
only the left branch in 3 per cent. The aneu- 
rysm was fusiform in 24 cases, saccular in 12 
cases. The aneurysm was due to syphilis in 
39 per cent, due to congenital anomalies in 47 
per cent, due to subacute bacterial endarteritis, 
atheroma and trauma. The most frequent 
symptoms were: exertional dyspnea, cyanosis, 
edema, cough, hemoptysis and pain. The 
most characteristic signs were a harsh systolic 
murmur in the second or third intercostal 
space at the left border of the sternum, en- 
largement of the right heart and right axis 
deviation in the electrocardiogram. The 
roentgenological finding was a discrete, 
rounded shadow at the hilum, which on 
fluoroscopy showed pulsations. An addi- 
tional case is reported. An attempt at 
surgical removal of the aneurysm was un- 
successful because of atheromatous calcifica- 


tion of the artery wall. The patient died 
three days later. The autopsy findings were: 
saccular aneurysm of the right pulmonary 
artery, patent ductus arteriosus, atheroma of 
the right pulmonary artery, bilateral pulmo. 
nary arteriolosclerosis.— Aneurysm of the Pul- 
monary Artery: Review of the Literature and 
Report of a Case, R. A. Deterling, Jr. & O. T. 
Clagett, Am. Heart J., October, 1947, 34: 
471.—(G. C . Leiner) 


Pulmonary Artery Pressure.—The influence 
of breathing 10 per cent oxygen in nitrogen on 
pulmonary artery pressure and cardiac output 
was studied by the right heart catheterization 
technique in 4 normal men and in one man 
with aortic insufficiency. The diastolic pres- 
sure in the pulmonary artery rose from 6 mm. 
Hg to 13 mm. Hg on average, the systolic 
pressure from 21.9 to 35.1 mm. Hg, the mean 
pressure from 13.1 to 23 mm. Hg. The 
cardiac output decreased from 5.74 to 5.20 
liters per minute on average. Pulmonary 
vascular resistance was almost doubled by 
breathing 10 per cent oxygen.—The Influence 
of Short Periods of Induced Acute Anoxia upon 
Pulmonary Artery Pressures in Man, H. L. 
Motley, A. Cournand, L. Werko, A. Himmel- 
stein & D. Dresdale, Am. J. Physiol., August, 
1947, 150: 315.—(G. C. Leiner) 


Pulmonary Embolism.—The cases of pul- 
monary embolism occurring in medical pa- 
tients at the Massachusetts General Hospital 
in the five-year period from 1936 to 1940, 
during which conservative treatment was used, 
were compared with those occurring in the 
five-year period from 1941 to 1945, during 
which interruptions of the femoral veins were 
carried out. There were 122 cases in the first 
group and 151 cases in the second one. The 
incidence in male patients was higher. The 
great majority of the patients were over 40 
years of age. The incidence of heart disease 
was 59 per cent in the first group and 70.8 
per cent in the second one. The most fre- 
quent symptoms were pain in the chest, 
dyspnea and hemoptysis. A simultaneous 
rise of temperature, pulse rate and re- 
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spiratory rate were frequently the first indica- 
tions of pulmonary embolism. The roent- 
genological diagnosis of pulmonary infarction 
was made in 33 per cent of the cases in the 
first five-year period and in 57 per cent in the 
second five-year period. The electrocardio- 
graphic findings were obscured by the 
coexisting cardiac disease in many cases. The 
pattern of the acute cor pulmonale was found 
in about one-fifth of the patients who were so 
examined. Since 1941 interruption of the 
femoral vein was carried out in 60 patients, 
since 1943 the operation was done bilaterally. 
The fatality rate for the operated patients was 
28.3 per cent, for the nonoperated ones 50.7 
per cent.— Pulmonary Embolism in Medical 
Patients: A Comparison of Incidence, Diag- 
nosis and Effect of Treatment in Two Hundred 
and Seventy-three Cases at the Massachusetts 
General Hospital in Two Five Year Periods 
(1986 to 1940 and 1941 to 1945 inclusive), 
J. Carlotti, I. B. Hardy, R. Linton & P. D. 
White, J. A. M. A., August 23, 1947, 134: 
1447.—(H. Abeles) 


Diaphragmatic Hernia.—At the Mayo 
Clinic diaphragmatic hernias occur in a fre- 
quency of one to 2 per cent of all gas- 
trointestinal (radiographic) examinations. 
Esophageal hiatal hernias comprise 98 per 
cent of all diaphragmatic hernias, There are 
four types of hiatal hernias: (1) congenitally 
short esophagus with thoracic stomach, (2) 
hiatal esophageal hernia with shortened 
esophagus, (3) esophageal hiatal hernia and 
(4) paraesophageal hernia through the hiatus. 
The most frequent symptom is substernal 
pain. Other symptoms are nausea, vomiting, 
bloating, belching heartburn, dysphagia and 
dyspnea. Bleeding often occurs. Hiatal 
hernias occur past age 40 in over 90 per cent 
of cases and twice as frequently in women as in 
men. Obesity and childbearing are causative 
factors. Radiographic diagnosis can be made 
if the esophagus is seem emptying into the 
stomach above the diaphragm and if the 
barium stream is retarded at the hiatus in the 
presence of a tortuosity of the lower part of 
the esophagus without dilatation.—Roent- 


genologic Characteristics of Diaphragmatic 
Hernia, B. R. Kirklin & J. R, Hodgson, Am. 
J. Roentgenol., July, 1947, 58: 77.—(WVJ. E. 
Farber) 


Histoplasmosis.— Histoplasma capsulatum 
was the name given by Darling in 1905 in 
Panama to the causative organism of a disease 
with spenomegaly as one of its major features. 
He believed this organism to be a protozoan, 
but in 1913 da Rocha Lima concluded that the 
agent was a fungus. The subsequent cultiva- 
tion of this fungus in vitro by De Mombreun 
and its experimental inoculation in monkeys 
is described. The disease is a “reticulo- 
endothelial cytomycosis,” and is generally 
fatal in its systemic form. The organism will 
grow in the common sugar media as well as in 
blood agar and over a temperature range of 
25° to 37°C. The disease is world-wide in 
distribution and its incidence probably much 
higher than is generally recognized. The 
disease occurs in the cat, the dog and probably 
in other animals. In the cat and dog the 
organism has been isolated from the peripheral 
blood; and the possibility of the flea and the 
tick being vectors is mentioned. The inci- 
dence of the disease in humans reaches a peak 
during the first year of life and again after 50. 
In a series of infants, postmortem examination 
showed lesions in the gastric and mesenteric 
lymph nodes, suggesting the digestive tract as 
portal of entry. H. capsulatum has been 
shown to be capable of traversing the intestinal 
mucosa without leaving a trace of its passage. 
Both sexes are equally susceptible to infection 
during the first ten years of life, but in adults 
the incidence is higher in the male. No racial 
or occupational predisposition occurs. The 
respiratory tract as a route of infection is 
discussed. The problem of pulmonary calci- 
fications and the etiology of some of these is 
reviewed. There are points of similarity 
between histoplasmosis and tuberculosis as 
regards epidemiology, symptomatology and 
the nature of the pathological lesions pro- 
duced. The lesions of both show necrosis and 
central caseation. Histoplasmosis must also 
be differentiated from Hodgkin’s disease 


died 
were; 
nary 
1a of 
mo- 
Pu. 
and 
34; 
nce 
1 on 
put 
ion 
1m. 
lie 
he 
20 
ry 
by 
L. 
ol. | 
t, 
1, 
e 
t 
) 


62 ABSTRACTS 


(with which it may coexist), aleukemic 
leukemia and other blood dyscrasias, Banti’s 
disease, atrophic cirrhosis, Addison’s disease, 
cutaneous leishmaniasis and Kala-Azar. A 
few cases of subacute bacterial endocarditis 
have been reported in which streptococci 
could not be cultured, but in which at autopsy 
H. capsulatum was found in the valvular 
vegetations. The cutaneous and _ bucca 
lesions may suggest neoplasm. As regards 
treatment, the use of antimony has been 
disappointing. One case treated successfully 
with sulfanilamide and sulfathiazole by 
Balina, using large doses for a prolonged 
period, is referred to.— Histoplasmosis, P. 
Negroni, Rev. Asoc. méd. argent., March 30, 
1947, 61: 387. —(F. Perez Pina) 


Fungus Antigens.—Three lots of histo- 
plasmin, five of blastomycin, and heat-killed 
antigens prepared from yeast cultures of 
Histoplasma capsulatum and _ Blastomyces 
dermatitidis were tested on guinea pigs infected 
with these fungi. Evidently, the number of 
reactors among the various series of infected 
animals depended upon the particular lot and 
the dilution of antigen employed. Therefore, 
if various lots of those antigens were to be used 
for intracutaneous testing of sensitization to 
the respective fungi or their products, stand- 
ardization of the various lots had to be em- 
ployed; in these experiments a concentration 
of each lot was used which would detect a like 
percentage of sensitized animals. In this way 
fairly accurate comparisons of the potency of 
different lots of the antigens could be made. 
Markedly different dilutions of different lots 
might have to be employed in order to obtain 
a given percentage of reactors. It is im- 
portant to determine the dosage or titer of a 
new antigen to be used. For practical and 
theoretical reasons the critical dosage or titer 
was “defined as the minimum amount of any 
antigen, which would detect sensitivity in 
approximately 80 to 90 per cent of a group of 
animals experimentally treated in such a way 
that all can be expected to become sensitive 
to an antigen prepared from the homologous 
organism.” It was shown that a filtrate-type 


antigen, such as histoplasmin or blastomycin, 
is as effective for intercutaneous testing as an 
antigen prepared from the parasitic phase of 
these two fungi, provided the titers are taken 
into consideration. In another series of 
animals only a small number of reactors 
were found although the same dilutions of the 
same lots of antigens were employed as in the 
first experiment; the value of the titer of each 
antigen varied markedly with the two groups. 
The explanation is that the animals of group 
2 were tested at a time when their level of 
sensitivity was still low; the consideration of 
this level for the determination of the titer is 
very important. The animals of group 1 
infected with histoplasma of blastomyces 
were also cross-tested with blastomycin or 
histoplasmin and their corresponding yeast- 
phase antigens, respectively. Most of the 
animals reacted to the heterologous antigens, 
but higher concentrations than with the ho- 
mologous antigen had to be used to bring out 
the same percentage of reactors and the same 
size of the skin reaction. Infection with one 
fungus increases the sensitivity of an animal 
to a heterologous antigen, and when the dosage 
is increased the percentage of cross-reactions 
is increased by a much larger amount than 
that of the homologous reactions—which fact 
again stresses the need of determining the 
critical titer. The same guinea pigs were 
tested with Old Tuberculin, 0.1 cc. of a 5 per 
cent solution, and with coccidioidin in a 1:100 
dilution. One animal infected with histo- 
plasma and 3 infected with blastomyces gave 
small reactions to Old Tuberculin, but none of 
the infected animals reacted to coccidioidin.— 
Studies of Fungus Antigens. 1. Quantitative 
Studies of Cross-Reactions between Histo- 
plasmin and Blastomycin in Guinea Pigs, 
A. Howell, Pub. Health Rep., May, 1947, 62: 
631.—(O. Pinner) 


Surface Phagocytosis.—Chemotherapeutic 
agents, as ordinarily employed in acute bac- 
terial pneumonia, are bacteriostatic. Final 
destruction of bacteria depends upon the de- 
fenses of the host. Recovery in pneumonia 
can occur long before any specific antibodies 
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In the absence of antibodies, 


are detectable. 
bacteria can be destroyed by phagocytes 
after being trapped against tissue surfaces 


such as the alveolar wall. When bacterial 
growth is inhibited and sufficient numbers of 
leucocytes are present, the bacteria may be 
destroyed after being trapped between the 
surfaces of the phagocytes themselves. In a 
purely fluid medium, where the bacteria 
cannot be trapped, no phagocytosis will occur. 
In the central portion of pneumonic lesions, 


‘ where the exudate becomes more concentrated 


impending bacterial movement, surface phago- 
cytosis occurs most efficiently. Organisms 
which escape surface phagocytosis in the lungs 
and enter the lymphatics and blood-stream 
are most probably destroyed in the lymph 
nodes, spleen, liver and bone marrow. 
Although this has not been demonstrated, 
surface phagocytosis may occur in these 
organs as in the lungs. During systemic 
chemotherapy, phagocytic cells often fail to 
sterilize areas of abscess formation. This is 
due to the sluggish and non-viable leucocytes 
within the abscess and absence of normal 
tissue surfaces. The rdéle of antibody in 
pneumonia is not minimized but this functions 
relatively late. Surface phagocytosis acts as 
an immediate defense reaction —The Mecha- 
nism of Recovery in Acute Bacterial Pneu- 
monia, W. B. Wood, Jr., Ann. Int. Med., 
September, 1947, 27: 347.—(H. R. Nayer) 


Intravenous Oxygen Therapy.—Extrapul- 
monary respiration was attempted as early as 
1811. In 1916 and 1940 oxygen was given 
intravenously and reported to affect favorably 
hypoxic humans. Experiments on dogs be- 
tween 1927 and 1943, however, produced 
pulmonary embolism and arterial hypoxemia, 
though animals in shock appeared to benefit. 
Inasmuch as the procedure seemed to be of 
potential value, an attempt has been made to 


study itfurther. It was arranged to provide a 
steady flow of oxygen into the cubital vein; 
to obtain blood from the femoral artery; and 
to record the pulse, respirations, blood pressure, 
hematocrit and the heart action (by electro- 
cardiogram). Six patients were studied in 
this way—4 of them were in a postoperative 
state, and were considered to have a stable 
cardio-respiratory condition; 2 were in a state 
of shock. (In general, they had hopeless 
neoplasms, or signs of hypoxemia.) During 
the administration of oxygen, 3 patients had 
signs of chest-pain, cough, tachypnea and 
restlessness—probably due to pulmonary 
embolism (similar to the “‘chokes” of nitrogen 
embolism at high altitudes). One patient 
had signs of cerebral hypoxia, one had the 
pain of myocardial hypoxia, and both patients 
having electrocardiograms were found to have 
the changes which occur in the “anoxic test” 
for angina pectoris. The amount of oxygen 
absorbed by venous blood was found to be 
insignificant. The bubbles of gas coalesce in 
the vein (as they do in a capillary tube filled 
with venous blood), and occlude the pul- 
monary arterioles, which are smaller in 
diameter than the bubbles. The resultant 
gaseous embolism causes a decreased pul- 
monary circulation, an arterial hypoxemia 
and a systemic hypoxia. These effects are 
probably intensified by reflex pulmonary 
spasm, and possibly by bronchospasm. Some 
of the ill-effects may be prevented by the pre- 
liminary use of atropine and papaverine. The 
diminished reflexes present in shock and anes- 
thesia may allow the use of oxygen in those 
conditions. At present, however, the value 
of the procedure is doubtful and the occur- 
rence of embolism makes it hazardous.— 
Intravenous Oxygen and Pulmonary Embolism, 
J. H. Sanders & I. M. Isoe, Ann. Surg., 
August, 1947, 126: 208—(W. H. Oatway, Jr.) 
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